June Provider Summits — Findings

Preliminary Data Analysis
Illinois Behavioral Health Integration Project (BHIP)

DATA SECURITY & PRIVACY COMMITTEE
ILHIE AUTHORITY BOARD
FRIDAY, JULY 27, 2012

PRESENTED BY
DIA CIRILLO
BEHAVIORAL HEALTH PROJECT DIRECTOR
ILLINOIS OFFICE OF HEALTH INFORMATION TECHNOLOGY

DATA ANALYSIS BY CHITREC

This presentation was prepared by the Illinois Office of Health Information Technology with funds under grant number
1UR1SMO060319-01, -02 and supplemental grant number 3UR1SM060319-02S1 from SAMHSA/HRSA, U.S. Department of
Health and Human Services. The statements, findings, conclusions and recommendation are those of the author(s) and do not
necessarily reflect the view of SAMHSA/HRSA or the U.S. Department of Health and Human Services.




What is BHIP?

e Federally funded grant awarded to Illinois in Jan
2012

e Targets behavioral health providers (mental health
and substance abuse treatment centers)

e Creates operational, legal and technical framework
to support utilization of the health information

exchange (HIE)
 Fosters participation from providers and consumers
e Maintains a broad network of partners



BHIP will provide...

» Clear information on HIE | « Webinars & statewide meetings

» Tools addressing HIE e Template consent forms, data
sharing agreements and

implementation protocols

# IT solutions e Data architecture to capture
behavioral health information

» Recommended policies » Proposed state legislation

e Recommendations for federal
changes




BHIP will provide... (con’t)

» Research of current e Capacity study of behavioral
capabilities health providers

» Small .funding pool for e 3 — 4 demonstration projects of
behavioral health electronic exchange

providers




The Summits...

e Targeted mental health and substance use treatment
providers;

e Hosted large —format focus groups and individual surveys;

e Offered focused dialogue on key questions affecting the
policy environment.

Five summits conducted in four weeks:

Rockford — June 7th Springfield — June 26t

Chicago — June 14" Carterville — June 27t
Chicago 2 — June 20t



The role of the provider in the Summit

e Recommend policy changes and participate in the
development of a new policy framework

Because they are:

e Experts in service delivery and state policy

e Advocates for clients

e Sources of health information and data



Nice Turn-Out!

Unique Organizations and Attendees at BHIP
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® Organizations 16 35 17 32 33

Attendees 25 41 18 40 37




Target Audience in Attendance

All Summit Attendees - Employer Organization Type

n =140

Both MH and SA,
51, 36%

"Other" employers
include those in
housing, DD, Federally
Qualified Health Centers,
MCOs, social, youth and
community services, courts,

Other, 22, /

public policy, and other associations.

MH and Medical
Provider, 4, 3% 16%

SA only, 15, 11%



Decision-Makers Present

Job Titles/Categories of Participants

CEO/Executive,
26, 21%

n =120
Clinical or
administrative
director, 49, 412
CIO or CTO, 7,
6%
Progr am "Other" includes

manager, 11, 9% CFO, CCO, Director
of QA, consultants,

business analysts,

Case worker or_ — compliance officer, etc.

health care
provider, 1, 1% Other, 26, 22%




Licensed in Behavioral Health Fields

Licensed Professionals
PsyD, 5, 4%

n=115

RN, 9, 8%
~ Nurse

P [ ] [ ) 1
Social Worker, raCtltllo/Oonel', ,

26, 23%

hold

LCPC, 11, 10% 0, 35%

"Other" includes LMFT,
attorney/JD, MPA, APRN,

Alcohol Drug CRC, LPCV, CPA.

Counselor, 12,
10%




Hypothesis

Behavioral health providers, specifically mental health
and substance use treatment organizations...

1. Are much less likely to utilize EHR systems; and

2. Prefer stringent consent environments required
by 42 CFR Part 2 and IMHDDCA.



Framing Questions & Intended Results

1. Care Coordination/Collaboration: What does it look like now?
And how should it look in the near future?

> Care coordination models: Summary of service elements,
complexity of population, exchange points

2. a) What is the critical patient information to share in a
collaborative integrated environment? b) What restrictions, if
any, should exist on this information?

» Patient information & restrictions: List of critical info and
info to be shared; list of restrictions

3. How should consumer/patient consent work?
» Consent model: Summary of a consent model; consent
worksheet identifies when captured and when consumer education

occurs



Four Quadrant Integration Model

High

Behavioral Health (MH/SA) Risk/Complexity

Low

The Four Quadrant Clinical Integration Model*

Quadrant Il
BH 1t PH |

Behavioral health clinician/case manager
w/ responsibility for coordination w/ PCP
PCP (with standard screening tools and
guidelines)

Outstationed medical nurse
practitioner/physician at behavioral
health site

Specialty behavioral health

Residential behavioral health

Crisis/ED

Behavioral health inpatient

Other community supports

Quadrant IV
BHt PH1

PCP (with standard screening tools
and guidelines)

Outstationed medical nurse
practitioner/physician at
behavioral health site

Nurse care manager at behavioral
health site

Behavioral health clinician/case
manager

External care manager

Specialty medical/surgical

Specialty behavioral health
Residential behavioral health

Crisis/ ED

Behavioral health and medical/surgical
inpatient

Persons with serious mental ilinesses could be served in all

N

settings. Plan for and deliver services based upon the needs

of the individual, personal choice and the specifics of the community and collaboration

n

Quadrant |
BH | PH |
- PCP (with standard screening tools and
behavioral health practice guidelines)
PCP-based behavioral health
consultant/care manager
Psychiatric consultation

Quadrant Il
BH| PH1

PCP (with standard screening tools and
behavioral health practice guidelines)
PCP-based behavioral health
consultant/care manager (or in specific
specialties)

Specialty medical/surgical

Psychiatric consultation

ED

Medical/surgical inpatient

Nursing home/home based care

Other community supports

Physical Health Risk/Complexity

Low High

This Four Quadrant Clinical Integration Model captures conceptual elements of behavioral
health and physical health risk and suggests major system elements that would be employed to
meet the needs of each subset of population. Items in bold reflect additions specific to
integrated care and the healthcare home. This model is for collaborative planning processes.

<. Behavioral rimary Care Integration and the Person-Centered

*National Council for Community B
Healthcare Home . ©2009




Trend-Spotting: Core Services in Q2

Mental Health
Outpatient/Counseling

Substance abuse




Trend-Spotting: Referral in Q1 & 4

Primary
Care/Physical
Health
Psychiatric Consult |

Mental Health &
Substance Abuse
In-Patient




Anticipated Changes — 3yr Horizon




Exchange Points

Dlscharge |

Referral
| N




Get-Give-Share Information

Get

Labs
Give w Medications
~ Diagnosis
Medical History

B Treatment Plan
Share

0 5 10 15 20




Restrictions

« Therapy Notes
« HIV

« SA

« DV

e None at all

e Need to know

e For treatment
purposes

e Granular

e One year
e For treatment

 Aslong as
necessary

e None at all




Consent Models

Current Law

e Need to know
« Time Iimited
o Granular

Mixed Model

One-year
Blanket consent
No witness
Template forms

Federal Standard

- Blanket for
Treatment, Payment
and Operations

e Global consent form




A Majority Familiar with EHR

EHR Implementation Status =112
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Participants use EHR for treatment

Support EHR functionalities S 7D
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For participants, EHR has significant role in billing
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Ways EHR or other HIT tools have been used

n=120

For treatment

For operations

I

For the payment/billing process

Other




A Premium on Health Data

Top 5 pieces of information considered important with
exchange context

25
20 ® Access from HIE
15 7 Facilitate care coordination
10 - T
Patient to share with doctors to support
coordinated care
5 7 |
0O - T T T T 1

Medication List ~ Medical History Diagnosis Discharge Allergies
Recommendations



Optimal care requires health data from the HIE.

Information respondents would need to access from the
HIE so that their consumers received optimal care,
ranked with importance 1, 2, or 3 on a scale of 10
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Less emphasis on care coordination

Information respondents would consider essential to
facilitate care coordination between behavioral and
physical health care providers, ranked with importance
1, 2, or 3 on a scale of 10

Medication List

Diagnosis

Medical History

Treatment Recommendations
Treatment Plans

Discharge Recommendations
Allergies

Labs

Last 3 Treatment Providers
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Less emphasis on sharing data with doctors

Information respondents would encourage patients to
share with doctors to support coordinated care, ranked
with importance 1, 2, or 3 on a scale of 10

Medication List

Diagnosis

Medical History

Treatment Recommendations
Allergies

Treatment Plans

Discharge Recommendations
Last 3 Treatment Providers
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Time to replace the fax!
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For the top 3 organizations with whom information is
shared: Top 4 means of information exchange

..

Phone

Paper/Mail

.

Electronic




Implications

e MH and SA providers know and are committed to HIT and
the adoption of EHR systems.

 EHR usage is prevalent among attendees.
e Provider decision-makers are listening to this discussion.

 All providers value health data for their services to provide
optimal care.

e Sharing data is another matter.

e Consent process should be embedded in treatment, and

provider should educate consumer on privacy and security
of health data.



Implications (con’t)

e Providers have little exposure to all three laws (e.g. HIPAA,
42CFR Part2, IMHDDCA) governing consent and indicated
interest in more education.

e Data driven services are at odds with restrictions, especially
in light of co-morbidity rates.

e Providers concerned about funding cuts, managed care, and
changes to prevailing practice culture (especially SA).

e For SA providers, concern centers on protecting against
stigma and discrimination and whether consumer data will
be accessed for civil or criminal law proceedings.



Limitations

e Over 20 facilitators trained.

e Rockford became the de-facto beta test for the
Summits.

e Data capture focused on systems analysis.

e Time constraints.



Next Steps

 Finalize the findings

e Present to the Data Security & Privacy Committee of
the ILHIE Authority Board

e Circulate among other provider communities



Thank You!

161 behavioral health professionals that spent
the day with us at the Provider Summits



Thank You!

Trade Associations & Staff

Community Behavioral Healthcare
Association of Illinois: Marvin Lindsey &
Terry Carmichael

Illinois Alcoholism and Drug Dependence
Association: Sara Howe & Eric Foster

Illinois Association of Rehabilitation
Facilities: Chris Burnett, Erin Laytham,
Marisa Kirby

Facilitators

Jim Hobbs

Erin Laytham
Marisa Kirby
Cyrus Wynnett
Chris Burnett
Mike Ouska
Felicia Roberson

Melanie Lindblade

Bridget Kiely
Shelly Sears
Kathye Gorosh

Jessica Dicken
Kim Darnstaedt
Teresa Pickering
Kim Sanders
Marina Uk
Steve McCabe
Danny Kopelson
Krysta Heaney
Ola Oni-Fatoki
Peggy Johnson

Sites
Rosecrance
Harold Washington College
Illinois Association for Rehabilitation
Facilities
John A. Logan College

Production Team

Renée Popovits
Laurel Fleming
Saro Loucks
Saroni Lasker
Alice Richter
Cory Verblen

Peggy Johnson
Danny Kopelson
Ivan Handler
Theresa Walunas
Anna Roberts
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